INTRODUCTION AND OBJECTIVES:
Female urethral stricture is an uncommon yet debilitating condition. While many techniques have been described to treat this condition, buccal mucosal graft (BMG) has emerged as one of the most novel and effective techniques to treat female urethral stricture. While few small series have reported on the efficacy and patency rate of female BMG urethroplasty (BMG-U), no recent series have focused on voiding dysfunction after female BMG-U. We performed a retrospective analysis of post operative voiding dysfunction in 20 patients who underwent BMG-U at our institution.
METHODS: From July 2011 to Nov 2016, we identified 20 female patients (mean age, 56; range, 24-79) who underwent BMG-U to manage female urethral stricture. Inclusion criteria for repair included significant obstructive urinary symptoms, postvoid residual >100 ml, and stricture [le]8 French. 20 patients underwent outpatient female BMG-U using dorsal onlay (80%), ventral (10%) or a combination (ventral and dorsal onlay (10%). Mean stricture length was 1.5 cm (range, 0.5-2.5 cm). All strictures were at the mid or proximal 1/3 of the urethra. Distal 1/3 urethral strictures were treated using meatoplasty without BMG. BMG was harvested from the cheek in all cases and prepared in the usual fashion for onlay using 4.0 absorbale suture material ( Figure) . Urethral catheterization was performed for 3 weeks. No post op urethrogram was performed during the voiding trial. Patients were administered UDI-6 pre and post procedure & specifically asked about the impact of urinary incontinence on their quality of life.
RESULTS: Outcomes following female BMG-U are shown in the Table. Of the two patients with persistent obstructive symptoms, one remained patent after a second BMG-U was performed 6 months after a failed first BMG-U. Another patient required one session of urethral dilation in the OR & is doing well.
CONCLUSIONS: Early results indicate that BMG for female urethral stricture is an effective surgical procedure. Urinary incontinence is not noted and post op voiding dysfunction is rare. Long term data and larger series is warranted to support is observation.
Source of Funding: None

MP36-10 URETHROVAGINAL FISTULA REPAIR: LONG-TERM OUTCOMES
Sender Herschorn*, Toronto, Canada INTRODUCTION AND OBJECTIVES: Urethrovaginal fistula (UVF) is not highly prevalent in urologic practice but merits attention. There are few large published series. This is a review of management of all patients that have been treated over a 30-year period at our institution to assess etiology, operative management, and outcomes.
METHODS: Between 1986 and 2016, a total of 36 UVFs were repaired. Retrospective review recorded presentation, history, etiology, surgical approach, and results. Long-term lower urinary tract symptoms (LUTS) were noted. All UVFs were closed in 3 or more layers. A variety of flaps were used as needed. A suprapubic or foley catheter was left indwelling for 3-4 weeks and healing was assessed by cystourethrogram.
RESULTS: Mean patient age was 49.2 (range 21-81). 13 (36%) were long-time smokers. 8 patients had a history of urethral diverticulum and 3 had previously treated pelvic malignancies. All patients had prior pelvic surgery. The most common etiology was an incontinence procedure in 13 patients (36%) with mesh erosion in 6 of these. Other causes were urethral diverticulum repair in 7 (19.4%), forceps delivery in 5 (14%), self-intermittent catheterization in 3 (8%), cystectomy and neobladder in 2 (6%), and other vaginal procedures in 6 (17%). Incontinence was the primary complaint in 33 women and the diagnosis was made on cystoscopy in 34. Thirty-four (94%) were closed via transvaginal approach including 15 with simultaneous rectus fascia pubovaginal slings harvested through an abdominal incision. Two were approached transabdominally, and 1 was closed with a combined abdominal and vaginal approach. Thirteen repairs were done with flaps including Martius in 11 and omentum in 2. Mean hospital stay was 3.9 days (range 0.5-10). The overall repair success rate was 34/36 (94%). Mean follow-up time was 41.2 months (range 0.8-207.33). Long-term LUTS included frequency in 11 patients (31%), urgency in 10 (28%), urgency incontinence in 9 (25%), and stress incontinence in 6 (17%). Foley catheter drainage replaced suprapubic drainage in the past 10 years but did not change outcomes. Two recurrences (1 neobladder and 1 post-ileocystoplasty) occurred immediately and underwent continent diversion.
CONCLUSIONS: UVFs usually result from a surgical complication. Smoking may be a risk factor. Management techniques that optimized outcomes included multi-layer closure usually with flaps and/ or rectus fascial sling, extended catheter drainage, and tailoring the repair to the problem. RESULTS: 21 men underwent RUF repair (table) . Six patients had a complication within 30 days (wound infection (3), GI bleed (1), pelvic abscess (1), renal insufficiency (1)). A successful surgical outcome was obtained in 20/21 patients. Ten patients subsequently Vol. 197, No. 4S, Supplement, Saturday, May 13, 2017 THE JOURNAL OF UROLOGY â e469
